A 62-year-old black woman was admitted with a 4-day history of nausea and feculent vomiting, a 22-kg weight loss over 6 months, and with hemoglobin of 7.9 g/dL on admission. CT showed asymmetric hypodense, mural thickening of the hepatic flexure with pericolic fat stranding, and an associated loss of interference with the duodenal sweep, suggestive of direct infiltration and suspicious for a coloduodenal fistula (Figure 1 ). Gastrograffin enema study showed a large, apple core lesion in the ascending colon, suggestive of colon cancer (Figure 2 ). Colonoscopy revealed a completely obstructing, ulcerated mass in the hepatic flexure; biopsy confirmed poorly differentiated adenocarcinoma of the colon. Upper endoscopy showed feculent material in the stomach and an ulcerated end of a coloduodenal fistula on the posterior duodenal wall with feculent material spurting out ( Figure 3) . A PET-CT scan showed no evidence of distant metastasis. She was placed without oral intake and started on total parenteral nutrition to optimize her nutritional status. After 1 week, she underwent a sub-total hemicolectomy with en bloc resection of the fistula and primary closure of the duodenal defect. Surgical histopathology confirmed low-grade, moderately differentiated adenocarcinoma of the colon invading the serosa and the wall of the duodenum. The proximal and distal margins and duodenal excision margins were free of disease. 
. Abdominal CT showing asymmetric hypodense, mural thickening of the hepatic flexure with pericolic fat stranding, and an associated loss of interference with the duodenal sweep, suggestive of direct infiltration and suspicious for a coloduodenal fistula. With the advent of screening colonoscopy, coloduodenal fistula associated with colon cancer is extremely rare because of early cancer diagnosis and prompt resection. Management includes rehydration, optimizing electrolytes, and improving nutrition through pre-operative total parenteral nutrition. 1,2 Definitive surgery involves resection of the tumor and the fistula en bloc with adequate regional lymph node dissection, as performed in our patient. Another curative approach is en bloc pancreaticoduodenectomy, which is associated with reasonable survival. 
